Keratoacanthoma (KA) is a self-limiting, low-grade malignancy, bearing marked histological resemblance to well-diff erentiated squamous cell carcinoma (SCC). Epidemiological data shows that almost 95% of cases of solitary lesions occur on sunexposed areas and approximately 8% of cases occur on the outer edge of the vermilion border of the lips. The present case report discusses a case of KA on vermillion border of the lower lip, due to its rare involvement of mucosal tissues with respect to its cutaneous counterpart and the histopathological evaluation, which plays the main crux in ruling out lesions mimicking malignant epithelial pathologies like SCC, aiding in proper course of treatment and prognosis.
Introduction
Keratoacanthoma (KA) is a relatively common lesion, which involves the cutaneous tissues, and less frequently the mucosal surfaces, arising from the pilosebaceous glands. [1, 2] The occurrence of KA in mucosal surfaces suggests its possible origin from the surface epithelium or ectopic sebaceous glands as well. KA was fi rst described as the crateriform ulcer of the face by Jonathan Hutchinson (1889). However Freudenthal coined the term KA, later used by Rook and Whimster (1950) in their case series. [3] Though the precise etiology still remains unknown, certain etiological factors have been proposed like sun-light, chemical carcinogens, genetic factors, trauma, human papilloma virus and immunocompromised status. Recent research data suggests that about one-third of the cases bear chromosomal aberrations such as additions and deletions, etc. [2] The clinical course of KA is an unusual one as it is a self-limiting lesion and undergoes spontaneous regression. Descriptively it is referred to as "volcano,'" as it presents with centrally depressed keratin-fi lled crater. [3] Histopathologically, it closely resembles well-diff erentiated squamous cell carcinoma (WDSCC) and the inclusion of clinically normal biopsy of KA is well-justifi ed as it is the overall pattern of tumour that is diagnostically more important than the impression of the individual cells. [1] Case Report A 35-year-old male reported with the chief complaint of a growth over the lower lip with duration of 1½ months. History revealed that the lesion started as a small nodule, but attained its present size rapidly after patient had traumatized his lips, leading to profuse bleeding. Clinically, a solitary sessile growth was noted, covered with encrustations, present over the right side of the lower lip, 2 mm from the midline, which appeared reddish near the base and measured approximately about 0.5 cm × 0.5 cm × 0.3 cm. On palpation, all the inspectory fi ndings were confi rmed. Furthermore, palpation revealed that the lesion was non-tender, soft in consistency and movable near the base and fi rm to hard near the tip, prompting towards capillary hemangioma.
An excisional biopsied soft tissue specimen was received, whitish-brown in colour, roughly ovoid in shape, fi rm in consistency and measuring about 0.8 cm × 0.5 cm × 0.3 cm in size [ Figure 1a -c].
The histopathological evaluation of the hematoxylin and eosin stained tissue sections revealed a parakeratinized, stratifi ed squamous epithelium underlined by moderately infl amed connective tissue. The epithelium was hyperplastic and acanthotic in focal areas with numerous keratin plugging and keratin mucodystrophy. Keratin pearl formation was also noted similar to SCC. The central crater appeared fi lled with keratin and epithelium at the base proliferating downwards, eliciting a chronic infl ammatory cell response. This epithelial proliferation limits within the muscle layer [ Figure 2a -c]. Correlating the clinical and histopathological features, the fi nal diagnosis of "keratoacnthoma" was established. The other possible diff erentials such as WDSCC, actinic keratosis, verrucous carcinoma, verruca vulgaris, giant molluscum contagiosum and metastatic cancer were ruled out. [3] Discussion KA has been known to occur in all age groups, but majority of cases have been reported to occur over 40 years of age, with a male predilection, which is in accordance with the present case.
KA can occur as solitary, multiple forms as well as associated with syndromes like Torre syndrome. Clinically, natural history of KA include three stages; proliferative, mature and involutional or resolving. [3] Although, the natural course of KA is distinct from that of a WDSCC, it is of utmost importance to diff erentiate and arrive at a valid diagnosis.
Several pathologists in past have claimed that KA should be considered as a variant of SCC. Furthermore, several attempts have been made to put forth histopathological criteria to aid in distinguishing between the two [ Table 1 ]. [4] Recent research at genetic level has shown recurrent chromosomal aberrations, like, almost equal loss of 3p in both KA and SCC, whereas gains of 3q, 8q, and 19p observed to be at lesser extent in KA, when compared to SCC. [5] Also, a study conducted using markers like telomerase and COX-2, depicts the increased proliferative potential in SCC when compared to the shorter clinical course and involution observed in KA. [4] The present case satisfi es the histopathological criteria mentioned above, leading to a conclusive diagnosis of KA. Despite the disposition of the lesion to involute, surgical excisions are usually indicated for aesthetic considerations, especially if present on the maxillofacial regions. Complete surgical excision was performed in the present case, and the patient is clocked for regular follow-up.
Conclusion
The present case emphasizes on the site, i.e., the vermilion border of the lip, being the transitional zone between cutaneous and mucosal surfaces, is equally shared by other malignancies like SCC etc. and the pivotal role of histopathology in the precise diagnosis. 
